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ABSTRACT
Objective: To explore general practitioners (GPs’) experiences from consultations when a
patient’s request is denied, and outcomes of such incidents.
Design and participants: We conducted a qualitative study with semi-structured individual
interviews with six GPs in Norway. We asked them to tell about experiences from specific
encounters where they had refused a patient’s request. The texts were analysed with Systematic
Text Condensation, a method for thematic cross-case analysis.
Main outcome measures: Accounts of experiences from consultations when GPs refused their
patients’ requests.
Results: Subjects of dispute included clinical topics like investigation and treatment, certification
regarding welfare benefits and medico-legal issues, and administrative matters. The arguments
took different paths, sometimes settled by reaching common ground but more often as unre-
solved disagreement with anger or irritation from the patient, sometimes with open hostility and
violence. The aftermath and outcomes of these disputes lead to strong emotional impact where
the doctors reflected upon the incidents and sometimes regretted their handling of the consult-
ation. Some long-standing and close patient–doctor relationships were injured or came to an
end.
Conclusions: The price for denying a patient’s request may be high, and GPs find themselves
uncomfortable in such encounters. Skills pertaining to this particular challenge could be
improved though education and training, drawing attention to negotiation of potential conflicts.
Also, the notion that doctors have a professional commitment to his or her own autonomy and
to society should be restored, through increased emphasis on core professional ethics in medical
education at all levels.
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Introduction
The patient–doctor relationship has undergone a great
transformation during the last decades. A paternalistic
tradition was during the 1970s challenged by
increased attention towards clinical communication
and the patient’s views, introducing the patient-cen-
tred clinical method [1]. Ideas of patient autonomy
gradually evolved and are today accepted as the pre-
vailing philosophy for the patient–doctor relationship
throughout the Western world. Shared decision-mak-
ing (SDM) developed gradually as an approach to
secure patient autonomy and maintain the impact of
the doctor’s expertise and assumed benevolence [2,3].
It has been argued that this development has put
the doctor’s professional autonomy under pressure,
giving the doctor the role as a passive provider who
merely presents different options from which the
patient may choose [4]. Pellegrino stated that auton-
omy is a moral right for the patient as well as the doc-
tor [5]. He argues that autonomy is the most powerful
principle shaping the patient–doctor relationship, and
that both parties have an obligation to respect the
other. Yet, he remarks that the growing authority of
patient autonomy poses a threat to the doctor’s pro-
fessional autonomy. When the two are in conflict, the
patient’s wish does not inevitably overrule the
doctor’s. Thus, a request from the patient should not
always find a solution by means of SDM. Certain
areas are indisputably regulated by law or medical
guidelines and as such not negotiable. In Norway,
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The National Insurance Act and The Law Relating to
Health Personnel are examples of such regulations
[6,7]. Also, The Norwegian Medical Association has in
its Ethical Guidelines for Doctors outlined the responsi-
bility to avoid undue spending of common resources
[8]. A doctor, sometimes as society’s appointed expert,
will have to make a number of decisions where such
regulations may conflict with patients’ wishes or views,
posing a challenge to principles of SDM, leading to
ethical dilemmas.
As general practitioners (GPs) we have both had
painful personal experiences with these dilemmas. We
recognise them as especially challenging in general
practice, where long-standing and close relationships
may add further strain to such encounters. We there-
fore decided to explore GPs’ experiences from consul-
tations when (s)he denies a patient’s request, and
outcomes of such incidents.
Materials and methods
We conducted a qualitative study where data were
obtained through individual semi-structured interviews
with GPs in Norway. Asking GPs for accounts about
specific consultations where they, for good profes-
sional reasons, decided to deny their patients’
requests, we wanted to explore how the GPs
described their experiences of these disputes, and the
subsequent consequences, especially in regard to the
doctor–patient relationship.
Six participants were chosen by purposive sam-
pling, seeking doctors with long-standing clinical
experience and fluency in Norwegian language to
obtain rich and concrete accounts. We included three
of each gender, aged 40–63 (mean 58) years, with
10–34 (mean 24) years of general practice experience.
Five were Norwegian born, one of foreign origin.
Three of the participants worked in a rural setting,
the remaining in a city. The interviews were con-
ducted by SN, using a semi-structured interview
guide inviting participants to recollect and describe
specific consultations where they, for what they con-
sidered as professionally well substantiated reasons,
had denied their patients’ requests. Each participant
gave 3–5 examples. The interviews were audiotaped
and verbatim transcribed.
Analysis was carried out by SN and KM in collabor-
ation using Systematic Text Condensation (STC), a
method for thematic cross-case analysis [9]. The method
consists of four steps: (i) reading all the material to get
an overall impression and elicit preliminary themes, (ii)
develop code groups from preliminary themes, identify
meaning units describing GPs’ experiences from
consultations of conflicting views, and coding for these,
(iii) establish subgroups exemplifying vital aspects of
each code group, condense the contents of each of
them and identify illustrating quotes, and finally (iv) syn-
thesise the condensates from each code group, present-
ing a reconceptualised description of each category
concerning perceived course, outcome and consequen-
ces of the consultations. We used a stepwise approach,
conducting a preliminary analysis after the three first
interviews, allowing for adjustment of the interview
guide and aim of study. Analysis was supported by
Pellegrino’s perspectives, focusing on the GPs’ experien-
ces of the conflict between SDM and professional auton-
omy in regard to the patient–doctor relationship [5].
Results
Subjects of dispute when the patient’s request was
denied included clinical topics like investigation and
treatment, certification regarding welfare benefits and
medico-legal issues, and administrative matters.
According to the GPs, the arguments took different
paths, sometimes settled by reaching common ground
but more often as unresolved disagreements with
anger or irritation from the patient, sometimes with
hostility and violence. The aftermath and outcomes of
these disputes lead to strong emotional impact where
the doctors reflected upon the incidents and sometimes
regretted their handling of the consultation. Some
long-standing and close patient–doctor relationships
were injured or came to an end. Below, we elaborate
these findings. Quotations are assigned pseudonyms.
Subjects of dispute included clinical topics like
investigation and treatment, certification
regarding welfare benefits and medico-legal
issues, and administrative matters
Disagreement concerning investigation and treatment
was mentioned by many of the participants and
appeared to be a common area of conflicting views.
Requests for antibiotics for viral infections or other
self-limiting conditions was a typical issue that lead to
denials, as were demands for tranquillisers from young
patients known to have a misuse or addiction prob-
lem. Some also described how they had rejected
requests for extensive investigations or screening tests
that were obviously unwarranted. One participant
recalled how a foreign patient had made a very force-
ful demand about referral to X-ray investigation for
acute low back pain, and the doctor related the ensu-
ing argument to a clash between different cultures.
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Another GP, with 10 years of experience in a city prac-
tice, said:
This was a man in a difficult life situation experiencing
what I regarded as typical somatoform symptoms –
very understandable in my judgement. I went along
with a number of investigations – but finally… he
could never be satisfied. (Paul)
Sickness certification was another controversial field
where several participants sometimes had felt obliged
to object to their patients’ wishes. Disagreement had
typically occurred when the patient returned for fol-
low-up and wanted to extend the period of leave
when the doctor no longer found a convincing reason
why s/he was still unable to work. One doctor
described how a young man demanded extended sick
leave for months, when conflict in the workplace
appeared to be the underlying problem. A female GP
(59 years), working in a rural setting, related a consult-
ation with a well-known patient:
She complained of diffuse illness – being tired, not
feeling in good shape, and ‘having too much of
everything’. I was thinking: ‘This is a young woman in
good health, and she should be able to handle her
work.’ (Ann)
Disagreement about whether to issue a health cer-
tificate for a driver’s licence was also mentioned by
some participants. They told of some elderly patients
who had argued that they were entitled to sustain
their driver’s licence in spite of failing health incom-
patible with the legal requirements, and they had
strongly opposed their doctor who pointed this out. A
few of the participants also remembered incidents
when the dispute concerned administrative matters,
like the number of complaints allowed in one consult-
ation, granting permission to free transportation back
home after a consultation, or involuntarily admission
to mental health care. A female GP, with 29 years of
experience in a rural practice, recalled:
Out here in my district we have quite a few retired
bus-drivers, very experienced people, who have been
driving a lifetime. I had to inform one of them that his
medical condition no longer made him qualified for a
driver’s licence, as I had been warned by members of
his family and others about his erratic driving. (Ruth)
Consultations where requests were denied were
sometimes settled by reaching common ground,
but more typically lead to unsolved dispute and
even open hostility
The participants described how consultations had
evolved in different directions when a patient was
denied his or her request. Some of them described
their perceptions of arguments where they eventually
succeeded to reach common ground. Although the
patient initially had argued for his or her request, s/he
would after some discussion and reasoning back and
forth agree to their doctor’s decision, though some-
times grudgingly. Such consultations had ended on a
reasonably good note, with no expressed dissatisfac-
tion or display of disapproval. A GP, 63 years old, with
35 years of experience in primary care, gave this
account of a consultation with a well-known female
patient who requested a referral:
When I turned down her wish for ultrasound
screening, and argued that this was unwarranted
without proper cause, she was sceptical and argued
against me. But she has been my patient for many
years and has trust in me, and after a while she more
or less accepted my decision. (Alice)
More often, however, the GPs’ accounts dealt with
how the patient openly disagreed, seemed to ignore
their doctor’s arguments, or expressed anger, irritation
or sadness. Some patients were portrayed as less ver-
bal, displaying more of a silent discontent. Often, the
consultation had ended without a resolution, some-
times abruptly, without agreement between doctor
and patient of how to proceed. A male GP, 50 years
old, refused a request for antibiotic treatment:
After having turned her down, I tried to come up with
some alternatives, but she just told me: ‘This will not
work for me’. I felt that the consultation sort of
crashed. (Harry)
In quite a few instances, the argument had esca-
lated to open aggression from the patient towards the
doctor. Some participants related how they were
yelled at, or received condescending or rude remarks
and characterisations. These consultations sometimes
ended with the patient slamming the door behind
him or her. A few participants also told of being phys-
ically attacked, having to flee the office or fight back
to prevent injury. These dramatic events typically had
occurred with young patients with a drug problem
who demanded medication. A male GP, 40, did not
comply when his young female patient with a drug
abuse issue demanded a prescription for strong
opiates:
When I realized that we weren’t getting anywhere, I
tried to terminate the consultation. That was when
she got up and attacked me. I managed to throw her
aside and get out of there. I was stronger than her,
but couldn’t know what she might be hiding in her
pockets. This was a patient that I knew to be
demanding and difficult, and I didn’t feel safe with
her. (Paul)
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The aftermath carried strong emotions, reflections
and regrets, and sometimes disrupted
relationships
The participants talked extensively about the after-
math of the consultations. They all described vividly
the emotional impact these confrontations had eli-
cited in them. Some put a name on their strongly
felt physical discomfort, such as stomach pain, others
recalled feelings of strong irritation or feeling totally
exhausted and worn out, one used the expression
‘feeling like an empty battery’. A few recalled how
they had become frightened or scared, not only for
their own safety, but also for their families – one of
them to the extent that he installed an alarm in his
home for protection. He admitted that such feelings
were something he would not be able to handle in
large quantity. A couple of doctors also mentioned
how they, after having refused a requested investiga-
tion, started to worry that their patient might have a
serious condition after all. An experienced female GP
turned down her elderly patient’s wish to discuss a
number of long-standing problems during an emer-
gency consultation:
She became very angry and disappointed with me.
After she left abruptly, I felt this intense tummy ache,
it was really unpleasant, and I felt bad about the
whole situation. This was right before lunch, and I sat
down with my secretary and confided in her. (Alice)
They also remembered in detail how these encoun-
ters with controversies about measures or outcome
had left their mark on their professional identity in dif-
ferent formats – as reflections, afterthoughts and
sometimes regrets. Most of them recalled making a
retrospective self-evaluation of their decision to
oppose the patient and their ability to carry out the
difficult consultation. In some instances, they had com-
forted themselves with the notion that the decision
was justifiable from a medical point of view, and that
they did not need to have any regrets or remorse,
even if the patient had expressed anger. Several of
them remarked that they still – years later – pondered
about how they could have conducted the consult-
ation in a way as to reduce tension or hostility or
achieved a shared understanding with the patient in
spite of the dispute. Some of them also regretted their
behaviour and reflected on how this specific encoun-
ter had been instrumental for them to change their
consultation style. A 58-year-old GP with his practice
in a suburban setting of a large town reflected upon
what he had learnt from such an argument:
I carried this incident with me for a long time. I had
been much too stubborn and rigid, and this
experience taught me to become more careful and
understanding. (James)
Quite a few participants had experienced that the
patient after such an encounter had left their list to
choose another regular doctor. In one case, it was the
doctor’s suggestion that he should do so. But mostly,
they expressed regrets that the relationship came to
end, as they put great value in their often long-stand-
ing and close contact with the patient. One doctor
related how she had checked on her patient list after-
wards, and how she became remorseful when she dis-
covered that the patient had left her. Some of the
other participants expressed less concern. They had
only carried out what they saw to be their duty, and
the patient was free to do whatever suited him or her.
This was the dominating sentiment when the patient
was previously unknown to the doctor. In other cases,
the patient stayed on the GP’s list despite the incident,
but some participants described how bitterness and
lack of trust from the patient could sometimes disturb
a previously well-functioning and valuable relationship.
One mentioned that he really wished the patient had
left, as he, after the incident, started to act more sub-
missively towards the patient. A female participant
had the following reflection after having rejected a
request for prolonged sick leave:
What is the use of giving it everything you’ve got to
help your patients, only to receive a public
denouncement on the internet, accusing you for being
insensitive and lacking empathy, when you make
something you believe is a proper medical judgement.
I cannot see how this could have been handled
differently, but still, a very close doctor-patient
relationship was destroyed. (Ann)
Discussion
Subjects of dispute included clinical, medico-legal and
administrative issues. According to the GPs, the argu-
ments were sometimes settled by reaching common
ground but more often ended in disagreement with
anger and hostility. These incidents led to strong emo-
tional impact, reflections and regrets by the GPs. Some
long-standing patient–doctor relationships were
injured or came to an end. Below, we discuss the
strengths and limitations of the study design and the
impact of these findings.
Methodological considerations
The participants described encounters that had taken
place in the past, in some instances years ago. Exact
recollection of these consultations might prove
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difficult, putting the internal validity at risk. On the
other hand, these instances of denial were rather
uncommon, and seemed to have made a strong
impression on the participants, who mostly provided
vivid and detailed information. Although dramatic
events will more easily remembered than disagree-
ment that are solved without too much conflict, we
argue that these experiences are valid for other GPs,
as the dilemmas of disagreement about measures and
outcome in general practice are frequently described
and discussed [10,11]. Admittedly, there are a number
of grey areas where the right solution is difficult to
reach, but in this study the inclusion criteria included
stories about events where the participating GPs and
the authors considered the denials to be professionally
correct, beyond doubt. Direct observation of such inci-
dents, or interviews with patients who were denied
their requests could have given more information
about the interaction. However, we considered inter-
views with GPs to strengthen the validity of data
intended to elucidate the perceived conflict between
SDM and professional autonomy. Although the num-
ber of participants was limited, information power (IP)
from the data was judged as sufficient [12]. Factors
pertaining to high IP in this study included narrow
study aim, purposive and specific sampling of partici-
pants, strong interview dialogue, and analysis being
supported by established theory. SN, who conducted
the interviews, is a GP with comparable experiences
regarding consultations with disputes and the strong
feelings that might ensue. This position made him
familiar with the participants’ experiences, making it
easier to probe deep for detailed information. On the
other hand, his experiences from similar situations
were also significant elements of his preconceptions,
certainly having an influence on dialogue and analysis.
Using Pellegrino’s ideas about professional autonomy
as theoretical framework enabled us to narrow the
scope of analysis, putting less emphasis on informa-
tion that did not pertain to the dilemmas concerning
patients’ request conflicting with the GP’s autonomy
[5,13].
What is known from before – what does this
study add?
Previous research has demonstrated that denying
patients’ requests is a particular challenge for doctors,
making the gatekeeping role unpleasant and unpopu-
lar among doctors [14–16]. However, the nature and
consequences of such disputes are to our knowledge
not previously studied. Our analysis offers experience-
based knowledge, demonstrating a variety of reasons
for controversies, the anger and harsh remarks, the
painful feelings, even violence and sometimes ruined
relationships. Our findings indicate what is at stake
when doctors consider turning down a patient. It adds
weight to the impression that doctors, whenever pos-
sible, will opt for a compromise in order to avoid argu-
ments, and why the gatekeeping role is often
sacrificed [11,17,18].
Patient autonomy and SDM are considered the pre-
vailing moral guidelines for patient–doctor interaction.
Pellegrino asserts that the doctor’s autonomy must
also be taken into account. He argues that the doctor’s
autonomy may involve him or her respectively as a
person, as a doctor, or as a member of the medical
profession. The doctor’s autonomy as a person is
related to personal moral views pertaining to issues
like abortion or euthanasia, which is not relevant for
our discussion here. Considering the disputes
described above, SDM may oppose the doctor’s auton-
omy as a doctor and as a member of a profession.
This professional autonomy is, to quote Pellegrino,
‘grounded in the possession of expert knowledge
needed by sick people and society’ [5]. The doctor is,
just like his patient, entitled to respect for his profes-
sional judgments and choices. Also, Pellegrino remarks
that patients, in order to obtain sufficient knowledge
to execute their autonomy, are dependent on the
doctor’s cooperation and beneficence. Consequently, it
is not necessarily a contradiction between patient and
doctor autonomy, but rather coherence.
For matters related to clinical practice, like diagnosis
and treatment, principles of patient autonomy and
SDM are usually important and applicable. When med-
ico-legal issues arise, as was the case in many of the
disputes related by our participants, the principle of
patient autonomy might however no longer be indis-
putably valid. Examples in this category included eligi-
bility for driver’s license or sickness benefit. In such
cases, the doctor is obliged by law to give an object-
ive evaluation of the patient’s condition to establish
whether s/he is entitled to specific benefits or rights.
The patient’s own view of his or her ability to fulfill
the requirements for such a benefit is not necessarily
valid for this purpose, although it has a pivotal impact
on the dialogue, because (s)he might not possess the
specific knowledge of the requirements. Furthermore,
(s)he craves a personal gain that might be unjust or
even illegal. Accordingly, patient autonomy was not a
valid argument for the participants in this study when
they recalled the arguments and described their
thoughts and feelings.
Rather, the GPs were more concerned about their
personal experience of the incidents, and of the
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negative consequences that might ensue. Agledahl
et al. argued that patient autonomy as overriding gen-
eral principle in every consultation is simply a misun-
derstanding, and an inadequate notion in a number of
medical encounters [19]. Others have pointed out that
doctors also have an obligation to balance the wishes
of patients with the needs of society [11]. Still, the
principles of patient autonomy and SDM have become
so prominent that some authors have speculated that
it may be put forward as a convenient excuse when
the doctor wish to avoid the burdensome role as gate-
keeper [15].
Many of the reported arguments presented by our
participants escalated beyond the doctor’s control, and
breakdown of communication was not realised before
it was too late. Often, the participants seemed to be
taken by surprise and seemed ill prepared for such dis-
putes. Several authors recommend how such incidents
can be resolved if the doctor is prepared and has suffi-
cient skills regarding arguments with patients. Patient
satisfaction improves for example significantly when
the GP’s approach to denial included a discussion of
the patient’s perspective [11]. Aggressive behaviour
seems to be triggered when patients experience
unmet needs, when they are subjected to involuntary
assessment or when they face unsolicited touch from
caretakers [20]. Similar situations were recognisable in
this study, and increased awareness from the doctor of
how and why certain encounters carry such a risk
might have prevented escalating aggression.
To avoid unintended humiliation of the patient,
Malterud and Hollnagel advocate that doctors should
pay more attention to their own emotions in the con-
sultation [21]. Other strategies found to reduce risk of
dispute related to requests for unwarranted investiga-
tions include taking time to discuss the patient’s wor-
ries, and communicating empathetically and
expanding patient involvement in the plan for care
[17,22]. Clinical communication has for many years
been regarded as a core curriculum in medical educa-
tion. Still, our analysis reveals that the particular field
of resolving disagreement may be underestimated,
explaining why denying patients their requests some-
times carries dire consequences [23].
Implications
All doctors will, on occasion, face the challenge of
denying patients’ requests. Our findings indicate that
the price for this act may be high, and that GPs find
themselves uncomfortable and bewildered in such sit-
uations. In order to better prepare them to handle
such disputes, skills pertaining to this particular
challenge could be improved though specific educa-
tion and training, drawing attention to negotiation of
potential conflicts. Also, the notion that doctors have a
professionally commitment to his or her own auton-
omy and to society should be restored, through
engaging doctors in medical education at all levels in
a renewed awareness of core professional ethics.
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